Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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War and poverty are 'extraordinary conditions created by human intervention' and 'preventable public health problems. ' War and poverty have many negative effects on human health, especially women's health. Health problems arising due to war and poverty are being observed as sexual abuse and rape, all kinds of violence and subsequent gynecologic and obstetrics problems with physiological and psychological courses, and pregnancies as the result of undesired but forced or obliged marriages and even rapes. Certainly, unjust treatment such as being unable to gain footing on the land it is lived (asylum seeker, refugee, etc.) and being deprived of social security, citizenship rights and human rights brings about the deprivation of access to health services and of provision of service intended for gynecology and obstetrics. The purpose of this article is to address effects of war and poverty on the health of reproduction of women and to offer scientific contribution and solutions. care (emotional and ethnical aspect of satisfaction) (3, 7) . Overall quality maternal care is defined as an appropriate, satisfactory, low-cost and accessible service that makes women capable of choosing a healthy life (4). We can categorize hospital care services to private and public hospitals. The public ones are controlled by the government and people are not required to pay much money (12) . In a public hospital, patient satisfaction is dependent on several factors in addition to surgical results. It is the way you talk to the patient, the degree of importance that is given to his or her problem, the amount of time you spend with them, the amount that you handle personally rather than delegating it to your juniors and the way you handle the relatives. Other peculiar factors are also seen from time to time (13) . Although cesarean delivery is popular in developing countries but there are not sufficient research on 'patient' satisfaction, in our country. Patients' evaluation of care has become a prominent method of assessing the quality of health care services. Our aim was to assess the quality of cesarean care in physical, emotional and ethical dimensions in public and private hospitals of Tabriz, Iran.
Materials and Methods
This study was descriptive-comparative in nature with the participants being 392 women who had cesarean section because of medical reasons in public and private hospitals of Tabriz. Sample size was chosen according to related researches (14) . Quota sampling was used for determining the sample size. The study of the rate of cesarean section was done during the first 6 months of the year 2008 and the mean rate for each month was obtained. Finally, 184 and 208 women were recruited for the study from the public and private hospitals, respectively. The sample selection criteria were mothers who did not have any recognized history of medical and mental diseases and those who did not undergo elective cesarean section. Also, all participants spent at least 2 hours in the labor wards. A simple, qualitative, semi-structured researcher-administered questionnaire was used for data collection. It was developed based on different studies. The questionnaire included two sections; the first part focused on assessment of demographic data and obstetric history and the second one contained three parts: assessment of physical satisfaction before and after cesarean section with 35 items (14 questions about labor and 21 ones about after delivery), emotional satisfaction with 17 items (8 questions about labor and 9 ones about after delivery), and ethical satisfaction with 28 items (14 questions about labor and 14 ones about after delivery). This questionnaire was provided with questions based on a Likert scale of 1 to 5. For the systematic content analysis, patients' comments in response to specific questions were evaluated and classified as satisfied, extremely satisfied, negative (when explicitly or implicitly indicated dissatisfaction), extremely negative or neutral, lastly changed to 4 parts: omitted neutral group (the group which did not have any idea). Then the data were split into two groups, satisfied and not satisfied. Total scores were calculated and presented as percentages. The questionnaires were reviewed by 10 professors of the university to assess content validity, and Cronbach alpha coefficient of 0.8 demonstrated reliability of the questionnaire for assessing clients' satisfaction. Statistical analysis of quantitative data was carried out using the SPSS version 13, and descriptive statistics, independent t test, analysis of variance (ANOVA), and correlation tests were used for data analysis. Mean values (M) and standard deviations (SD), as well as ranges of values were reported.
Results
The quality of provided care to 392 normal pregnant women was assessed in the study. The majority of women (21.8%) were 21-25 years old and primipara (45.9%).
The majority (92.9%) were housewives, 40.6% had high education and 94.4% experienced planned pregnancy. Gestational age in most of them was more than 37 weeks and 48.2% underwent cesarean section in the morning time. 17.6% did not recommend hospital to other ones and 17.3% declared referring to the same center because most of them (61.7-62.3%) were not satisfied with the care providers. Table 1 shows the reasons of not referring to the same center. There was significant relationship between physical satisfaction with number of pregnancy (P = 0.04), number of live children (P = 0.03), number of dead children (P = 0.03), emotional satisfaction with woman's education (P = 0.002), time of delivery (P = 0.01), ethical satisfaction with woman's education (P = 0.01), job (P = 0.005) and pregnancy age (P = 0.001). The highest rate of satisfaction was related to physical aspect in public and private hospitals. Satisfaction rates in different aspects in public and private hospitals have been shown in Figures 1-3 . The rate of total satisfaction in private hospitals was higher than public hospitals and also the level of physical, emotional and ethical satisfaction was statistically meaningful between public and private hospitals (P < 0.001; Table 2 ).
Discussion
The present study was an attempt to assess the level of satisfaction of the patients with the various aspects of health care in the private and public hospitals of Tabriz, Iran and to evaluate its quality. Yet, the findings of the survey were quite helpful if they were transformed into schedules for improving the quality of health care system. Evidence from this study suggests that the highest rate for mothers' satisfaction with delivery by cesarean was reported by 100% of the respondents in public hospitals and 96.2% in private ones. Some studies confirm our point (15, 16) . This high level of satisfaction in our study might result from the ignorance of mothers about patient rights.
The satisfaction rate about the ethical and physical categories were high in both kind of hospitals. This is consistent with other studies (14, 17) . Evidence from this study suggests that physical satisfaction was high in private and public hospitals. In Mirmolaei et al study, in hospitals related to the medical university of Tehran, Iran, Shahid Beheshti and Social Security Institute, 68.75% of mothers had full satisfaction about the physical support in labor and delivery room (18), which are not the same as this study and the level of it was higher in ours. Environmental, cultural, social and economic difference between samples of our study and Mirmolaei et al study can affect the maternal satisfaction directly. This is consistent with other studies (14, 17) . This study has shown that ethical satisfaction during labor was lower than post-operative stage. Ethical satisfaction in labor (69.3%) was lower than post-partum phase in educational and non-educational hospitals (14) . Unfortunately we could not find more articles about this aspect of satisfaction. It should be noted that the patient is the central figure around whom our day revolves. She is the reason we are there. The patient needs informational care just as physical. Nurses should talk as gently as possible. Our findings revealed emotional satisfaction during labor was lower than post-operative stage in both kind of hospitals (14, 16) . In Simbar et al study the lowest level of satisfaction was about emotional aspect of satisfaction during labor phase at university teaching hospitals (4). Hildingsson and Radestad defined emotional satisfaction rate as 77%, which was lower than physical aspect (16) . Results of Mirmolaei et al study in 2008 showed that in hospitals related to the medical university of Tehran, Iran, Shahid Beheshti and Social Security Institute, 79.5% of the mothers were fully satisfied with emotional supports. The results of their study are inconsistent with ours about the caesarian delivery (18) . There was significant association between physical satisfaction with number of pregnancy, number of live children, and number of dead children, emotional satisfaction with woman's educational status, and time of delivery, and ethical satisfaction with woman's education, job, and pregnancy age. Some trainings resist our finding (15, 16, 19) . The rate of physical, emotional, and ethical satisfaction is shown in Figures 1-3 . Difference between public and 203 private hospitals in all aspects was statistically meaningful (P < 0.001). In a study based on hospital service quality evaluation and the patients' satisfaction in London, Owusu-Frimpong et al showed that the type of the hospital is the main factor in satisfaction of women in caring system (20) . Satisfaction is a complex concept. It involves either a positive attitude or affective response to an experience, as well as a cognitive evaluation of the emotional response (21) . This study declared that the difference between public and private hospitals in all aspects was statistically meaningful (22) . Periodic assessment of the quality of care delivered together with feedback to the system on the overall quality of care was necessary.
Conclusion
Our findings have important implications for hospital owners, managers, government officials, academics, and other related parties. The hospitals need to organize training sessions based on the critical importance of service quality and the crucial role of inpatient satisfaction in the health care industry. In recent decades, the importance of measuring satisfaction with health care has been recognized. Patients' views are being used by health care managers in assessing the quality of care and by policy makers in making decisions about the organization and provision of health services.
Limitations
In our study, we did not consider the level of patient knowledge about their rights, so it is suggested to assess patient rights and satisfaction simultaneously.
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